
metronidazole, with initial cure rates often >90%,15 the
limited worldwide availability of these therapies, added
expense, lessened patient acceptability, and uncertainty of
patient compliance with these therapies and regimens
mitigate against their widespread use. In addition, a
programme introducing widespread therapy for BV in
populations with high BV prevalence, as found in Africa,
would need to monitor antimicrobial resistance not only of
the organisms characteristic of BV (to ensure continuing
eYcacy) but ideally also of other micro-organisms.

The one study which evaluated an intervention for BV (a
single 2 g dose of metronidazole at two 10 month intervals)
did not show a significant decline in BV prevalence in the
intervention compared with the control group at either the
first or second post-treatment measurements, compared
with one another or with pretherapy prevalences.16

Although a modest decline occurred in the intervention
group at the second post-treatment visit (46.6% v 53.8% in
the control group), these prevalences were not statistically
diVerent and quite close to the pretreatment values of
50.4% and 51.2%, respectively. There was no diVerence in
HIV acquisition between the treatment and control groups.
A substudy of pregnant women did show a diVerence in BV
prevalence post partum (39.1% v 52.8%), and it may be
because these women were studied an average of only 4
months following therapy. Again, no diVerence in HIV
acquisition between the two groups was demonstrated.

Given the therapeutic inadequacies for BV, and that the
single study which evaluated a therapeutic intervention for
BV to prevent HIV infection showed no significant eVect,
approaches to prevention of BV would be attractive; how-
ever, prevention options are also limited. Why women
acquire or reacquire BV is not well known and the
recognised risk factors for BV—for example, multiple or
new sex partners, are generally not easy to modify.
Replacement of the altered flora of BV with hydrogen per-
oxide producing lactobacilli appears promising but re-
quires further investigation. Intravaginal microbicides con-
taining nonoxynol-9, which might be prophylactically used
against STIs and HIV, are also active against some of the
organisms that characterise BV, although data on the clini-
cal use of nonoxynol-9 for prevention of BV are conflicting.
Importantly, lactobacilli concentrations may decrease
transiently after use of nonoxynol-9 and the eVects of
chronic use of such agents need to be further evaluated.17

Data on the association between BV and HIV have shed
light on an important risk factor for HIV infection. The

challenge now is to determine how to reduce BV related
HIV transmission. More research is needed on BV, its aeti-
ology, and how to better treat and prevent it.

GEORGE SCHMID
LAURI MARKOWITZ

RIDUAN JOESOEF
EMILY KOUMANS

Division of STD Prevention, Center for HIV, STD and TB Prevention,
Centers for Disease Control and Prevention, Atlanta, GA 30333, USA

Correspondence to: Dr George Schmid, Mailstop E-27, Centers for Disease
Control and Prevention, Atlanta, GA 30333, USA

1 KlebanoV SJ, Coombs RW. Virucidal eVects of Lactobacillus acidophilus on
human immunodeficiency virus type-1: possible role in heterosexual trans-
mission. J Exp Med 1991;174:289–92.

2 Cohen CR, Duerr A, Pruithithada N, et al. Bacterial vaginosis and HIV
seroprevalence among female commercial sex workers in Chaing Mai,
Thailand. AIDS 1995;9:1093–7.

3 Hillier SL. The vaginal microbial ecosystem and resistance to HIV. AIDS
Res Hum Retroviruses 1998;14(S17):S17–21.

4 Hill JA, Anderson DJ. Human vaginal leukocytes and the eVects of vaginal
fluid on lymphocytes and macrophage defense function. Am J Obstet Gyne-
col 1992;166:720–6.

5 Taha TE, Hoover DR, Dellabetta GA, et al. Bacterial vaginosis and distur-
bances of vagina flora: association with increased acquisition of HIV. AIDS
1998;12:1699–706.

6 Cohen CR, Plummer FA, Mugo N, et al. Increased interleukin-10 in the
endocervical secretions of women with non-ulcerative sexually transmitted
diseases: a mechanism for enhanced HIV-1 transmission? AIDS 1999;13:
827–32.

7 Hashemi F, Ghassemi M, Roebuck KA, et al. Activation of human immuno-
deficiency virus type 1 expression by Gardnerella vaginalis. J Infect Dis
1999;179:924–30.

8 Al-Harthi L, Roebuck KA, Olinger GG, et al. Bacterial vaginosis-associated
microflora isolated from the female genital tract activates HIV-1 expression.
J Acquir Immunol Def Synd 1999;21:194–202.

9 Sewankambo N, Gray RH, Wawer MJ, et al. HIV-1 infection associated with
abnormal vaginal flora morphology and bacterial vaginosis. Lancet
1997;350:546–50.

10 Taha TE, Gray RH, Kumwenda NI, et al. HIV infection and disturbances of
vaginal flora during pregnancy. J Acquir Immunol Def Synd Hum Retrovirol
1999;20:52–9.

11 Royce RA, Thorp J, Granados JL, et al. Bacterial vaginosis associated with
HIV infection in pregnant women from North Carolina. J Acquir Immunol
Def Synd Hum Retrovirol 1999;20:382–6.

12 Martin Jr HL, Richardson BA, Nyange PM, et al. Vaginal lactobacilli,
microbial flora, and risk of human immunodeficiency virus type I and
sexually transmitted disease acquisition. J Infect Dis 1999;180:1863–8.

13 Hillier S, Holmes KK. Bacterial vaginosis. In: Holmes KK, Sparling PF,
Mardh P-A, Lemon SM, Stamm WE, Piot P, Wasserheit JN, eds. Sexually
transmitted diseases. 3rd ed. Chapter 42. New York: McGraw Hill, 1999.

14 Joesoef MR, Schmid GP, Hillier SL. Bacterial vaginosis: review of treatment
options and potential clinical indications for therapy. Clin Infect Dis 1999;
28(Suppl 1):S57–65.

15 Joesoef MR, Schmid GP. Bacterial vaginosis: review of treatment options
and potential indications for therapy. Clin Infect Dis 1995;20 (Suppl
1):S72–9.

16 Wawer MJ, Sewankambo NK, Senwadda D, et al. Control of sexually trans-
mitted diseases for AIDS prevention in Uganda: a randomised community
trial. Lancet 1999;353:525–35.

17 Watts DH, Rabe L, Krohn MA, et al. The eVects of three nonoxynol-9
preparations on vaginal flora and epithelium. J Infect Dis 1999;180:426–
37.

The British Co-operative Clinical Group (BCCG)

Tempus fugit. The British Co-operative Clinical Group
(BCCG) was established in 1951 for the immediate
purpose of collecting information concerning the venereal
diseases from case records available in the United
Kingdom. It was due to the perspicacity of one dis-
tinguished consultant venereologist (for that is what he
called himself), the late Dr R R (Dick) Willcox, who died in
1985, that this group, still flourishing, exists, is independ-
ent, finds information on behalf of the specialty of
genitourinary medicine in the United Kingdom, and is pro-
ducing more publications from its numerous projects than
ever before. I chaired the BCCG for some years between
1990 and 1995, before handing on to my successor, Dr
George Kinghorn ably assisted by Dr Chris Carne, who
have kept me informed about recent developments. I

suppose I am seen as a link between the events of over 25
years ago and the present. Hence tempus fugit. Among
other achievements, Dr Willcox travelled and wrote more
than any other British contemporary venereologist of his
time, and was on the council (and was president 1965–7) of
the Medical Society for the Study of Venereal Diseases
(MSSVD) for 31 years from 1953 to 1984, reporting about
the BCCG annually to council and the society. He was an
advocate of cross fertilisation from other disciplines,
especially epidemiology. At the present time, epidemiolo-
gists from the Public Health Laboratory Service (PHLS)
Communicable Disease Surveillance Centre (CDSC)
belong to the BCCG and bring their expertise to the design
and analysis of various studies.
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The great pioneering work of the BCCG was initiated
and coordinated by Dick Willcox. Two reports were
published in this journal in 19731 and 1980,2 the latter just
before the advent of AIDS, on homosexuality and venereal
disease in the United Kingdom, where certain clinics in
London saw the major part of homosexually contracted
syphilis and gonorrhoea. However, as the classic diseases
declined interest grew not only in all the other sexually
transmitted diseases but also in aspects of HIV infection of
concern to clinicians and topical trends in the specialty of
major interest. The BCCG, for instance, investigated the
provision for sexual health care of adolescents in genitouri-
nary medicine clinics in 1997.3 In the past 5 years there
have been five publications from the BCCG, including
when to perform the final HIV antibody test following pos-
sible exposure4; post-exposure prophylaxis (PEP) after
non-occupational risk of HIV infection5; a survey of
genitourinary physicians and vulval clinics,6 and an impor-
tant subject started when I was chairman, syphilis in preg-
nant women and their children in the United Kingdom,
results from the national clinician reporting surveys
1994–7.7 Although the incidences of syphilis in pregnancy
and congenital syphilis are low, it is partly due to the eVorts
of this group and the PHLS that antenatal testing for
syphilis has been maintained against opposition from some
groups.

At the present time, members of the BCCG have ongo-
ing studies on genital herpes, cervical cytology, some
aspects of testing for HIV antibodies, the management of
cases of child sexual abuse, and a survey on gonorrhoea.

Although the MSSVD now has many special interest
groups, the BCCG is a vital part of the mother
organisation. It also has a major advantage of being able to
make independent studies free from control by govern-
mental bodies. However, the results may influence policy as
is seen with antenatal screening for syphilis. This freedom
for joint scholarship is essential if specialists are to be
advocates for their patients based on sound knowledge.
May the BCCG flourish in the new century.

I am indebted to help given in writing this article by Dr G R Kinghorn (chair-
man) and Dr C A Carne (honorary secretary), oYcers of the BCCG at the time
of writing in the summer of 1999.

MICHAEL WAUGH
Immediate past president, International Union against Sexually
Transmitted Infections, The General Infirmary at Leeds, Leeds LS1 3EX
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